[image: award certificate empty.jpg]Proficient in the Use & Operation of ASD: _______________________
   ASD Name

Qualified Trainer Signature:

Awarded on __________   		     ______________________
			 (Date)

(Certificate Expires 5 years from the date above)		      	                  Trainer Printed Name:  ______________________________
Screening Test Technician (STT) Training

And successful completion of Device Proficiency Training
as required by 49 CFR Part 40, Department of Transportation (DOT) 
For conducting DOT Alcohol Screening Tests
For successful completion of 
_________________________________
Certificate of Completion
Awarded to 
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